
DIAGNOSTIC INVOICE 

[Business Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

Invoice #: ___________ 

Date: ___________ 

CUSTOMER INFORMATION 

Name: ______________________ 

Phone: ______________________ 

Email: ______________________ 

VEHICLE INFORMATION 

Year/Make/Model: _______________ 

VIN: __________________________ 

Mileage: ______________________ 

DIAGNOSTIC SERVICES 

Description of Diagnostic Work Hours Rate Amount 

Initial Computerized Scan & Error Code Retrieval ____ $____ $____ 

Mechanical Inspection & Manual Testing ____ $____ $____ 

System Pressure / Electrical Continuity Testing ____ $____ $____ 

Subtotal: $_______ 

Tax: $_______ 

Total Fee: $_______ 



TECHNICIAN FINDINGS & RECOMMENDATIONS 

Payment is due upon completion of diagnostic services. This fee covers inspection and identification of issues only; repairs are 

subject to a separate estimate. Thank you for your business. 


